I n t r o d u c t i o n
Kikuchi-Fujimoto disease (KFD) or histiocytic necrotizing lymphadenitis is a rare, self-limiting disease that is most commonly seen in young adults of Asian heritage. It was first described by both Kikuchi 1) and Fujimoto 2) in 1972 as a lymphadenitis with focal proliferation of reticular cells accompanied with numerous histiocyte and extensive nuclear debris. Since then, KFD has been increasingly reported in Japan and recently also in Europe, the United States and Asia 3) . This rare, necrotizing form of cervical lymphadenitis preferentially affects young women under 30 years of age. The disease is occasionally reported in children. The pathogenesis is not well known yet but is thought to include a hyperimmune reaction or an autoimmune-mediated process in which apoptosis plays a major role 4) . The most common clinical manifestations are low-grade fever, painless cervical lymphadenitis, malaise and fatigue. KFD has no specific laboratory tests for the diagnosis, although elevated erythrocyte sedimentation rate, leukopenia and atypical lymphocytes are frequently observed in the peripheral blood. The diagnosis is based on histologic features in involved lymph node: focal necrosis in cortical and paracortical areas; karyorrhectic nuclear debris mixed with a polymorphous cell population including immunoblasts and histiocytoid cells, and the absence of granulocytic infiltrates 5) . In a few cases, aseptic meningitis that suggested viral nature in KFD was reported occasionally in Korea 6, 7) . We describe the case of KFD with aseptic meningitis which was misdiagnosed with tuberculosis at first under 15 years of age.
Ca s eRe p o r t
A previously healthy 13-year-old girl was admitted to the department of pediatrics in our hospital for the swellings of cervical lymph node developed 1 month ago and headache maintained for 2 weeks. She was anorexic with no weight loss and has suffered from severe headache especially during the night and her mother had noticed the swellings on the left side of her neck, which were painless and had gradually increased in size over the past 1 month. Her general practitioner initially treated her with antibiotics for a presumed upper respiratory tract infection, with no improvement in her symptoms and the nodes persisted. There was a Ki k u c h i -F u j i mo t od i s e a s ewi t ha s e p t i cme n i n g i t i s -6 2 3- history of tuberculosis in her mother that was diagnosed and treated for 9 months 3 years before the patient was born.
On physical examination, she had a body temperature of 38. In order to rule out tuberculosis completely, AFB cultures to sputum, CSF, urine, and blood were performed in a total of 3 times and all negative. Fungus culture, stain and india ink to CSF were also performed in a total of 3 times and all negative. Cryptococcus antigen in blood and CSF was also not found. M. tuberculosis PCR-Hybridizations in sputum, urine, CSF, and blood were all negative 3 times. QeantiFeron-Tb result was negative. Herpes simplex virus and Enterovirus in CSF were not isolated in CSF culture 3 times. EBV study was also done and revealed negative result as well.
We could get the diagnosis through the histopathology and cytology of the aspirated cervical lymphnode biopsy. It showed lymph node with small and large lymphocytes, immunoblasts, karyorrhexis and crescentic histiocytes, containing nuclear and cytoplasmic debris (Fig. 3) . The findings were consistent with histiocytic necrotizing lymphadenitis, or KFD.
Consequently, tuberculosis meningitis and lymphadenitis were excluded and the final diagnosis concluded KFD with aseptic meningitis according to the histopathologic and cytologic features in the cervical lymph node and CSF analysis.
On the 6th admission day, she suffered from stomatitis, uncontrollable high fever above 39℃ and bullous, exanthematic eruptions on mouth, hands and feet. They were regard-S JP a r k ,WJMo o n ,WSKi m,e ta l .
-6 2 4- ed as the adverse effects of tuberculosis medications. As tuberculosis medications were ceased, her fever, headache and skin lesion disappeared and she was discharged. Three weeks after discharge, her general condition was good, except excoriation of both hands and feet remained. The follow-up MRI showed remarkable improvement of leptomeningitis. This disease has often been misdiagnosed as tuberculosis, SLE, Kawasaki disease or malignant lymphoma, which delays treatment and worsens the patient's prognosis 12) .
Di s c u s s i o n
A definitive diagnosis of KFD is determined by a lymph node biopsy. The characteristic histopathologic features of the disease are 1) focal necrosis, predominantly in the paracortical .
Ki k u c h i -F u j i mo t od i s e a s ewi t ha s e p t i cme n i n g i t i
In the findings of sono-guided lymph node biopsy and brain MRI of present case on admission day, meningitis and lymphadenitis were considered as tuberculosis. In addition, the analytic results of her CSF suggested that it was related to aseptic meningitis. Therefore, laboratory investigations for tuberculosis were performed and antituberculosis-drug therapy was started at once for ten days until we got the test results on tuberculosis that were all negative. High fever, skin eruptions on the extremities, and stomatitis in her mouth that happened while taking tuberculosis medicines were decreased after they were ceased. They were regarded as the adverse effects of antituberculous drugs 15) . It is recommended to use medications after we get the results of laboratory investigations for the disease of KFD.
There is no specific therapy for KFD. In the majority of cases it is a self-limiting disease. Recurrence has been reported in 3.3% cases but the mainstay of management is usually symptomatic treatment using analgesics-antipyretics or nonsteroidal anti-inflammatory drugs (NSAIDs) and allowing the disease to run its course. Systemic corticosteroids can be used as an effective option in cases unresponsive to initial use of aspirin or NSAIDs 16) . Two weeks after the treatment of antibiotics and analgesics, her headache and fever had gone in this case.
By and large, our patient's clinical profile reflects a severe case of KFD, with important constitutional symptoms, exceptional manifestations (cutaneous eruptions, mucositis and headache), and ensuring complication (aseptic meningitis).
The diagnosis of aseptic meningitis could be challenged by KFD. The negative CSF culture for our patient suggested that aseptic meningitis could be one of significant complications in KFD patients. . Microbial toxins may also trigger host immune responses. It can be hypothesized that such mechanism could be involved in the occurrence of this aseptic meningitis, and more search is needed to discovery the mechanism.
In conclusion, the early recognition of KFD makes us avoid 
